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CHAPTER I 
INTRODUCTION 
Students of nursing in a diploma school of nursing 
are usually assigned their first experience in administrat-
ion of medicines at some appropriate time during the first 
year of nursing education. Needless to say 1 much emphasis 
is placed on this responsibility. As a result the student 
of nursing approaches the preparation and administration of 
medicines with apprehension. An error in the administration 
of medicines is a rarity1 considering the number of med-
ications given daily. However, a single mistake could be 
fatal, or could prolong a patient's hospitalization and re-
covery. Fortunately, it is extremely rare that a patient's 
life is endangered. However, the problem of error and the 
possibility of limiting error must be considered. No human 
is capable of functioning at maximum efficiency on a constant 
level. Therefore mistakes occur. 
Statement of the Problem 
Students of nursing are occasionally responsible 
for errors in the administration of medicines. This study 
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was begun in an attempt to determine the cause and incidence 
of errors in the administration of medicine resulting from 
deviations in procedure~ inaccurate computation and in-
adequate understanding of drug action. and~ if possible~ to 
determine environmental factors that promote discrepancies. 
Justification of the Problem 
2 
The nurse has professional and legal responsibility 
in the administration of medications and is expected to give 
medicines promptly and accurately. In order to do so in-
telligently and avoid errors~ the nurse should know the 
action of each drug. This includes local and systemic action, 
minimal and maximal dosage~ and symptom\s of desirable and 
undesirable effects. It is also important ~~at the nurse 
follow some acceptable procedure that will limit the chance 
of error. In addition~ the nurse is called upon to make 
accurate and precise calculations of dosage. The actual 
understanding and methodology of determining dosage requires 
a knowledge of basic arithmetic. These calculations are not 
complex. Nevertheless~ mistakes are made by graduate nurses 
and students of nursing. 
Scope and Limitations 
Students of nursing were selected for this study 
because of their relatively uniform background. The errors 
.• =~ 
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reported in this study were limited to those reported by 
students in a 250 bed general hospital. No attempt was 
made to evaluate errors made by students or nursing who 
were enrolled in this school but who were on arfiliation. 
There were derinite limitations in the data collected 
rrom the orricially recorded and unofricially reported 
sources. Incident Report Form A, recording individual 
errors, was speciric. { See Appendix A ) In some instances 
environmental ractors were included, while in other in-
stances the report consisted or a description of the error. 
Because the author was not in the area at the time the in-
cident occurred, the validity or the original written 
report could not be determined. 
The author was known to some or the students. 
For this reason the anonymous questionnaire presented a 
problem. Although a thorough explanation was given about 
the study, the purpose of the study and the sare-guarding 
of the anonymity or the individual, there was the possi-
bility that some students withheld inrormation out or rear 
or out of an inability to recall the exact circumstances 
that precipitated an error in the administration or medi-
cines. Moreover, it was not possible to receive an anony-
mous questionnaire rrom all second and third year students 
or nursing who were on arriliation. In addition, rirst 
year students were not allowed to give medicines until 
April of the first year, and then only under close super-
vision. The study covered a one year period of time. The 
findings were representative of the student groups invol-
ved. An extended study over a longer period would reflect 
a more valid picture of errors in the administration of 
medications. Moreover, there was no way to determine how 
these nurses compared with students of nursing in other 
schools of nursing. 
Definition of Terms 
Students of nursing: This included first, second 
and third year students in a hospital contrGlled, diploma 
school of nursing. 
Errors: This included any discrepancy from the 
order as stated on the doctor's order sheet. 
Administration of medicines: This included any 
drug 8iven to a patient by the oral, intramuscular, subcut-
,aneous and rectal routes. 
Preview of Methodology 
The data for tbis~:sdmdy was obtained by three 
.t 
methods. Incident Report Form A and Fonn B were used to 
_!j 
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collect information about reported errors. ( See Appendix A) 
Incident Report Form A was used by X Hospital to record 
untoward incidents including errors in the administration 
of medicines. Incident Report Form B was constructed by the 
author. Information from Incident Report Form A was trans-
ferred to Incident Report Form B for use in this study. A 
questionnaire was constructed by the author. The purpose 
of the questionnaire was to obtain information about errors 
that had not previously been recorded on Incident Report 
Form A. Five students responsible for recent errors were 
interviewed. This was done in an attempt to determine the 
authenticity of the information given on Incident Report 
Form A. An interview was also held with the clinical in-
structor to determine the availability of clinical super-
vision and clinical instruction. 
Sequence of Presentation 
Chapter two reviews the available literature. 
It also includes the statement and bases of the hypothesis. 
Chapter three contains a description of the sample and the 
methodology used in collecting the data. The data is pres-
ented and discussed in chapter four. The concluding chap-
ter includes the summary, findings, conclusions and recom-
mendations. 
CHAPTER II 
THEORETICAL FRAMEWORK OF THE STUDY 
Review of Literature 
A review of the professional journals in nursing 
revealed a scarcity of literature concerning the administra-
tion of medicines. There were some articles concerned with 
the actual procedure of administering medications, and the 
physical plan of the medicine room or closet. However, there 
was very little written about errors in the administration 
of medicines. 
1 In 1939, Faddis wrote an article concerned with 
the elimination of medicine errors. This article was writ-
ten in an attempt to identify the common types of error and 
to suggest methods of preventing errors. It was felt that 
·help was needed from the medical profession in limiting and 
preventing mistakes. It was suggested that a single method 
of checking should be instituted and that students should 
receive more realistic instruction. It was recommended 
lMargene 0. Faddis, "Eliminatin,; Errors in Medica-
tions, 11 The American Journal of Nursing, XXXIX (November 1939) 
121'11--1223. 
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that all errors should be recorded in detail, and that less 
punitive action and more realistic consideration would en-
able a more accurate account of those factors precipitating 
an error in the administration of medications. The reason 
for this belief was that, in the realization of an error, 
the conscientious nurse received all the punishment and dis-
cipline desired. 
A study by Byrne2 was concerned with medication 
errors by students of nursing at Delaware Hospital. Prior 
to the study, the Procedure Committee revised the procedure 
for the administration of medicines. In addition, the Cur-
riculum Committee reviewed the unit on the administration of 
7 
medicines in the course on nursing principles and practices. 
to make certain the underlying principles and teChniques were 
being adequately covered. The course in pharmacology was 
also studied to determine the emphasis on commonly used drugs. 
It was then decided by the faculty that each error should be 
analyzed to determine the areas of weakness. The study was 
limited to 131 students of nursing and included forty-six 
first year, forty-three second year, and forty-two third year 
students of nursing. The study involved all the services in 
the hospital. The data was analyzed according to types of 
2Anne K. Byrne, "Errors in Giving Medications," 
The American Journal of Nursing, LIII (July 1953), pp. 829-
831. 
8 
errors, causes of errors, the placement of the student in 
the school and whether or not a graduate nurse was involved 
in the error. 
Ninety errors were reported in the first year 
studied. Twenty-three errors were reported by first year 
students, twenty-seven errors by second year students and 
twenty-nine errors by third year students of nursing. Eleven 
of the errors reported involved graduate nurses. The most 
common types of error were: 
1. Wrong medication given 
2. Medication given to wrong patient 
3. Medication omitted 
4. Medication given at the wrong time 
Carelessness and forgetfulness caused twenty-four errors. 
In eighteen instances the medicine card was not accurately 
read. A total of twelve errors resulted from inadequate 
understanding and knowledge of drug action. The patient 
was inadequately identified in nine instances. An addition-
al nine errors resulted from an inadequate checking of the 
charts for new orders. 
As a result of this study the procedure for iden-
tifying patients was changed. The head nurses 1group was 
consulted in an attempt to bring about greater care and 
accuracy in handling the doctor's orders. The study was 
then reviewed by the Curriculum Committee to recommend 
9 
greater emphasis on the: 
1. Identification of patients 
2. Action of drugs 
3. Legal responsibility of the nurses 
4. Minimizing carelessness and forgetfulness 
5. Organization of work 
After these recommendations were put into effect1 a second 
study was begun. This included 137 students of nursing. 
Fifty first year students, forty-four second year students. 
and forty-three third year students of nursing participated 
in the study. A total of fifty-one errors was reported in 
the one year period of time. The second study was most in-
clusive. It contained information about the month, depart-
ment, and time the error occurred and also the daily average 
number of medicines given on the various services involved. 
The results showed that most errors occurred dur-
ing the early months of the year. The greatest number of 
errors occurred on the medical and surgical services, the 
two largest services. There was no apparent relationship 
between hospital census and number of errors. However, it 
was found that the greater the number of medications given, 
the greater the number of errors. It was also noted that 
the greatest number of errors occurred during the morning 
hours. 
10 
A comparison of the two studies indicated a de-
crease in errors during the second year of study. Although 
the graduate nurse group was not specifically studied, it was 
noted that this group was involved in many errors in the 
transfer of orders and the discontinuing of old orders. It 
was also noted that fewer erz•ors directly related to care-
lessness and forgetfulness were reported in the second year 
studied. There was a decrease in errors involving inadequate 
drug knowledge. However, there was an increase in the 
errors concerned with patient identification. This led to 
an interview with the students involved. It was found that 
many factors contributed to this difficulty including rapid 
patient turn-over, a reluctance to follow the recommended 
procedure and the pressure of work. For this reason fur-
ther study was suggested in this area. 
A study by Corcoran3 was concerned with an analysis 
of errors in the administration of medicines over a two year 
period. This study was done to determine the changes in 
procedure necessary to assure the safe administration of 
medicines to patients at X Hospital. Preliminary work was 
done by the faculty and hospital administration to establish 
a method for reporting errors and to make any necessary 
3catherine I. Corcoran, "An Analr,sis of Recorded 
Errors in the Administration of Medicines, ' (unpublished 
Master's Thesis, School of Nursing, Boston University, 1954). 
• 
changes in the procedure for administering medicines. 
study was conducted in a 250 bed general hospital which 
operated a three year diploma sChool of nursing. 
The 
A total of 116 erro~s were reported between Dec-
ember 1951 and December 1953. Fifty-seven errors occurred 
during the first year ani fifty-nine errors were rep or ted 
during the second year Of study. A total of ninety-four 
11 
students comprised the sample of students reporting errors. 
This was approximately eighty per cent of the tota 1 number 
of students in the school census. The leading types of er-
ror were as follows: 
1. Medication given without an order 
2. Wrong medication given to the patient 
3. Medication to the wrong patient 
4. Medication given by the wrong route of 
administration 
5. Medication given a~ the wrong time 
While first year students were responsible for thirty-eight 
errors, second year students reported sixty errors and third 
year students reported twenty-four errors during the two year 
study. Individual students reported from one to four errors. 
Forty-five students reported one error. Twenty-two students 
reported two errors while seven students were involved in 
three errors and ane student indicated four errors. The 
greatest number of errors reported were on the evening and 
night shifts. Sixty-one errors occurred on the evening shift. 
Thirty-two errors were indicated on the night shift. It was 
felt that these findings reflected the work load and respon-
sibilities of the students involved. There was no signifi-
cant relationship between size of unit and number of errors. 
The major causes for error were: 
1. The way the kardex was written 
2. The way the kardex was read 
3. Incorrect procedure 
4. Distraction 
5. Verbal understanding 
6. Carelessness and forgetfulness 
Further analysis of the data indicated that the most fre-
quent errors were made in the administration of medicines 
by the oral route. 
The medicine nurse was shadowed for a period of 
time. It was found that the arrangement of the medicine 
closet varied from unit to unit. It was also observed that 
the nurse was subject to distraction from fringe activity 
such as the telephone and requests from patients and doctors. 
In general the labels of the medicine containers were not 
read the recommended number of times. There was also some 
neglect in checking the original order as designated by the 
procedure. The medicine orders on the kardex were not always 
legible. The patients were not usually identified as 
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recommended by procedure. In addition to this, the medicine 
closet was rarely locked and the equipment for opening am-
pules of medication was not adequately disinfected. In many 
instances medicines were prepared in advance and then lert 
outside the medicine closet. It was also noted that narcotics 
were not checked by the head nurse in some instances. 
An interview was held with the director of nursing 
education, the nursing arts instructors, a night supervisor 
and two head nurses. At this time there was a discussion 
of the study. There was an unanimous decision to revise the 
procedure. This included simplifying the procedure. It 
also involved a review of the underlying philosophy of the 
school in an attempt to encourage consistency in hospital 
policy from one depart~ent to another. It was also sug-
gested that students receive rnore assistance in planning and 
organizing work. A reevaluation of the emphasis in teaching 
the administration of medicines was suggested. This involved 
a consideration of drugs which should not be prepared in 
advance, the dangers of preparing medications in advance, 
the need for systematized administration of medicines, the 
purpose and necessity of accuracy and the responsibility of 
the nurse for the patient's safety. The discussion compared 
the teaching and actual practice. This included: 
1. The failure to Check the medicine card with 
the kardex and the original order 
................. __________________________ __ 
2. The way the kardex was written 
3. Identification of patients 
4. Preparation of medicines in advance of the 
time ordered 
It was recommended that the bulk of the teaching in the 
administration of medicine should be done in the clinical 
area. It was also felt that the use of the unusual occur-
rence form. for reporting errors was of value and would 
help the student evaluate her own action and behavior. 
14 
In industry and business, production at minimal 
cost is of extreme importance. For this reason, these areas 
were explored to determine what had been done to increase 
efficiency, to lL~it cost and to increase production. Al-
though it is impossible to compare the pressures of factory 
working with those of a hospital situation, it is reasonable 
to assume that people are similarly motivated. For this 
reason the human relations aspect was investigated. 
Experimental studies of human relations were con-
ducted at the Hawthorne Works of the Western Electric Com-
pany in Chicago. These were begun in the spring of 1927. 
At this time general interest was centered around conditions 
of work and the evidence of fatigue and monotony among em-
ployees. Thousands of people were employed here to manufac-
ture telephones, office equipment, telephone wire, various 
types of cables and other types of telephone apparatus. 
:: 
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A test unit was established. Personnel working in the test 
unit were given rest periods at intervals during the day 
when output began to decline. 
The introduction of the longer rests was accompan-
ied by an immediate and definite rise in the average 
output rate. 4 
Following the studies of rest periods, a new 
series of experiments was begun. These were directed toward 
the shortening of the working day and week. There was no 
evidence in the findings that the increased output rate of 
the operators was due to relief from fatigue.5 Experiments 
were then conducted to test the effects of wage incentive. 
Two conclusions were drawn: 
(1) there was no evidence • • • that the contin-
uous increase in output • • • during the first two 
years could be attributed to the wage incentive factor 
alone, (2) the efficacy of a wage incentive was so 
dependent on its relation to other factors that it was 
impossible to consider it as a thing in itself having 
an independent effect on the individual.rr6 
It was generally felt that the best incentive was 
good interpersonal relations at work and satisfactory per-
sonal situations outside of work. Workers whose personal 
4F. J. Roethlisberger and William J. Dickson, 
Management and the Worker, (Cambridge: Harvard Universi~ 
Press~ 1949), p. 46. 
5 Ibid.~ p. 127. 
6 Ib 1 d. I p • 160 • 
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behavior was due to factors in their personal history were 
less capable of standing any pressure at work, overtime, re-
petitive work, indifferent methods of supervision than those 
persons who had more satisfactory personal and social sit-
uations.7 
A study by Ulrich, Booz, and Lawrence8 provided 
an analysis of the effect and impact of management behavior 
on the attitude and performance of foremen. The study was 
focused at the middle management level where there was evi-
dence of a major breakdown in communications. This human 
relations study was carried on in a postwar factory for a 
period of eight mont~s. The observation technique was used 
and involved people at all levels includir;g employees, fore-
men, supervisors and managers. 
Many of the women employed in this factory perform-
ed simple repetitive type jobs and found the work boring and 
monotonous. Some women had special jobs requiring greater 
skill. These few seemed to have more pride and interest in 
their work. It was noted that certain pressures upon the 
managerial group prevented management from keeping in touch 
with their subordinates. This factor along with the rapid 
' 
Ibid., P• 328. 
8 David N. Ulrich, Donald R. Booz, and Paul R. 
Lawrence, Management Behavior and Foremen Attitude, (Boston: 
Harvard University Graduate School of Business Administration 
1950), p.5. 
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turnover of personnel contributed to a lack of security 
among the personnel. 
Management tried to increase the work output l!.rut 
this was strongly resisted by the employees. The employees 
actually restricted their work output because of their i'eel-
ings toward rnanagement. 9 It was apparent that this method 
was used by the employees to protect themselves in an already 
insecure position. 
The foreman and his superiors were held solely 
responsible for the correlation of all requirements set up 
by staff personnel as well as line superiors. These require-
ments included cost, production, inspection, and testing, 
maintenance, safety and discipline. This presented a series 
of contradictions. Production goals were established by 
management. To meet these goals, it was sometimes necessary 
to skip or omit testing the products in a particular phase. 
This led to return shipments of goods that failed to meet 
specifications and was quite costly to the company. This 
placed the foreman in an awkward position. He received much 
criticism from the management and from other employees. 
This lack or communication indicated a poor relationship 
between foreman, management and employees. 
The loss of operational efficiency and tre 
reduction of human satisfactions caused by this 
9rbid., P• 27. 
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situation were both substantial.lO 
The human relations technique has not been in pace 
with the growth of technological advances. This has been 
borne out by the aforementioned studies in industry. 
The basic fact that emerges from these and other 
studies is that while material efficiency has increased 
for 200 years, the human capacity for working r~gether 
has in the same period continually diminished. 
Kassis 12 conducted a study at Sylvania Electric 
Products Company and Radio Corporation of America.. To com-
pete and grow in an economic society, a company must produce 
a quality product at the lowest possible cost and within a 
given period of time. This was the problem of the production 
foreman and required the maximum use of equipment to bring 
about production efficiency. This study concerned men and 
women employed in assembly production in a job lot shop 
which handled many small orders at a high unit cost and 
involved intricate equipment. The shop operated on a non-
incentive system. The department was divided into sections 
with ten to twenty different types of tubes worked on 
lurbid., p. 46. 
11Burleigh G. Gardner and David G. Moore, Human 
Relations in Industry, (Chicago: Richard D. Irwin Co., Inc., 
1950), P• 5. 
12Henry K. Kassis, "Some Approaches, Techniques 
and Methods Available to Production Assembly Foremen," 
(unpublished Master's Thesis, College of Business Administra-
tion, Boston University, 1953). 
- . . . - ~· 
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, simultaneoualy. It was concluded that in order to develop 
,i 
, a well trained operator, the supervisor must indoctrinate 
i 
the operator to comply with the established standards, 
methods and goals of the company. This included selling 
the worker the need for standards and specifications. It 
also involved establishing labor loads within the reach of 
the operator. The success or failure remained in the human 
relations approach. 
There is little else that would be more damaging 
to morale and maintenance of discipline than the con-
tinued disregard or misuse of rules and regulations 
by the individual supervisors in the factory.l3 
Gardner and Moorel4 also take the human 
relations approach. 
If efficiency is sought at the expense of what 
employees feel to be reasonable and fair, the drive 
for efficiency lowers the morale and productive effort 
of employees. This in turn, elicits greater and 
greater pressure from management with a further loss 
in employee morale, so that the net result of man-
agement's effort is that efficiency diminishes rather 
than increases. 
The constant pressure tends to produce a feeling 
of futility and frustration and impedes the work of the 
organization. 
13Ibid., p. 48. 
l4aardner and Moore, op. cit., p. 70. 
_, 
! 
20 
Bases of Hypothesis 
In accordance with the information received from 
the study by Byrne, 15 it would seem that carelessness and 
forgetfulness are the most frequent causes of error. Close 
examination of the findings by Corcoranl6 also suggest that 
many of the causes given for error could be grouped together 
as errors resulting from carelessness. In addition there is 
also information to suggest that hospital policy is not un-
i~ormly practiced in all areas of tt1e hospital. This sug-
gests a breaRdown in communications. It is the authorts 
belief that the breakdown in communications interferes with 
the accurate reporting of errors in the administration of 
medicines. 
Statement of Hypothesis 
The moat frequent cause of error in the administra-
tion of medicines is carelessness. Many more errors occur 
than are officially reported. 
15Byrne, op. cit., p. 830. 
16corcoran, op. cit., pp. 56-57. 
CHAPTER III 
METHODOLOGY 
Selection and Description of the Sample 
The students of nursing studied represented X 
Hospital School of Nursing. X Hospital School of Nursing 
offers a three year program, leading to a diploma in nursing. 
It is fully accredited by the National League for Nursing 
Accrediting Service. The hospital with which the school is 
associated is located in Boston, Massachusetts and has 250 
beds for patients reeeiving medical and surgical treatment. 
The sample included 193 first, second and third year stu-
dents of nursing. The group included only students of 
nursing listed in the school census on May 1, 1959. The 
census was composed of seventy-eight first year students of 
nursing with identical academic background and similar 
clinical experiences, fifty-five second year students of 
nursing and sixty third year students of nursing. The 
experiences and academic background of the second and third 
year nursing students varied quantitatively. This was due, 
in part, to the number of affiliations. Second and third 
year students of nursing in this school have affiliations 
in an out-patient department, psychiatry, pediatrics and 
-21-
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obstetrics. These students may also elect experiences in 
communicable disease and public health nursing. A number of 
the senior nursing students had completed the course require-
ments when this study was begun and were completing the 
final months of their clinical experience. 
This study is concerned with an analysis of twenty-
six written reported errors in the administration of oral, 
subcutaneous, intramuscular and rectal medications by stu-
dents of nursing in X Hospital from May 1, 1958 to May 1, 
1959. In addition, the study includes an analysis of thirty-
eight unreported errors for the same period of time. The 
latter informs tion was obtained from an anonymous questionnaire. 
Tools and Procedure Used to Collect Data 
Two incident reports were used to collect data. 
Incident Report Form A is a form used by X Hospital to des-
cribe any untoward incident, including errors in the admin-
istration of medicines. This form is made out in triplicate 
and a copy is sent to the Hospital Administrator, the 
Associate Director of the School of Nursing and the Clinical 
Office. This is a permanent record. The report includes 
the following information: 
1. Date and time the incident occurred 
2. Name of the patient and the room number 
3. Doctor's name 
23 
4. Patient's diagnosis 
5. Number of days after surgery 
6. Detailed description of the incident 
including how and why the incident occurred. 
7. Vital signs following the incident 
8. Name of the doctor called 
9. Witnesses 
10. Signature of the nurse 
11. Signature of the head nurse or supervisor 
For the purposes of this study the author con-
structed Incident Report Form B. Information for this re-
port was obtained in part, from Incident Report Form A. 
Incident Report Form B was used to record reported errors 
in the administration of medicines by students of nursing 
at X Hospital. The following information was included: 
1. Student's name and year 
2. Date and time of error 
3. Availability of clinical instruction 
4. Assignment 
a} census of patients 
b) number of professional and non-profes-
sional workers available 
5. Error 
a) 'type 
b) explanation given by the nursing student 
;; 
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6. Action by the incident committee 
7. Academic background of the student 
s. Clinical experiences and affiliations com-
pleted at the time of error. (See Appendix A) 
An interview was held with five students of nursing 
who had reported errors. These nurses were selected accord-
ing to the recency of error. At this time the students were 
questioned about the reported incident. The purpose of the 
interview was to determine the accuracy of the original 
written report. 
An anonymous questionnaire was constructed by the 
author to detect unreported errors from May 1., 1958 to May 
1, 1959. The questionnaire was composed of two parts. Part 
one was answered by 154 nursing students and included the 
following: 
1. First, second or third year student of 
nursing 
2. Whether the student had ever made an error 
in administering medicines 
3. Whether or not a written report was made of 
all errors 
4. A check list of courses, affiliations and 
clinical experiences completed 
5. Total number of unrecorded errors 
;; 
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Part two was answered by twenty-seven students of nursing 
reporting one or more unrecorded errors and included the 
following: 
1. Data and time of error 
2. Availability of clinical supervision 
3. AssigJ:llrent of the nursing student 
4. Description of the error and how it 
occurred 
5. Reason for not reporting the error 
6. A check list of courses, affiliations 
and clinical experiences completed at 
the time of the error. 
The author felt that in some instances errors 
were not being officially reported. For this reason the 
questionnaire was constructed. With the assurance that no I' 
individual student would be identified, it was felt that 
many more errors would be revealed and thus a more complete 
analysis of errors could be made. (See Appendix A) 
An interview was planned with the clinical in-
structor to determine the following: 
1. Number of clinical instructors 
2. Number of instructors available for super-
vision of nursing students 
3. Number of hours available for supervision 
of nursing students 
!; 
L 
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4. Number of clinics and ward conferences held 
weekly 
5. Number of clinics and ward conferences specif-
ically related to the administration of med-
icines 
6. Representation and function of members on 
the Incident Committee 
Procurement of Data 
An appointment was made with the clinical in-
structor. At this time the purpose of the study was stated 
and arrangaments were made to: 
1. Transfer necessary information from Incident 
Report Form A to Incident Report Form B 
2. Obtain additional information about the as-
signment, academic background and clinical 
experience of the student of nursing reporting 
the error 
3. Determine the availability of clinical 
instruction 
4. Determine the structure and function of the 
Incident Committee 
An interview was scheduled with five students of 
nursing at the students convenience. Prior to the interview, 
the author reviewed the individual reports of errors in 
administering medicines. Eaeh student was interviewed 
privately. The author introduced herself to each student 
and explained the purpose of the interview and the study. 
Each student was told that any information given would be 
regarded as confidential. The student was asked to reit-
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erate the reported error. The author recorded the student's 
co~~ents on Incident Report Form B. This information was 
later compared with the original report, to establish the 
validity of Incident Report Form A. 
A class was scheduled by the medical-surgical in-
structor to meet with second and third year students of 
nursing. A class was also scheduled with first year students., 
At this time the author presented the anonymous questionnaire. 
The students were introduced to the author. The study which 
was being done and the purpose of the questionnaire was ex-
plained. At this time the author indicated that the data 
would remain confidential and that the questionnaires would 
not be shown to anyone in order to protect the anonymity of 
the individual. The nursing students were allowed thirty 
minutes to ask any necessary questions and to complete the 
questionnaire. Students on affiliation were also contacted. 
A letter of explanation accompanied each questionnaire. 
Seventy-eight first year, forty second year and thirty-six 
third year students of nursing completed the questionnaire. 
CHAPTER IV 
FINDINGS 
Presentation and Discussion of Data 
The data from the three tools used in this study 
were discussed as follows: 
1. Information derived from Incident Report Form 
B and questionnaire 
2. Information derived from students of nursing 
who were interviewed 
3. Information derived from the clinical 
instructor who was interviewed 
Information Derived from Incident Report 
Form B and Questionnaire 
The record~ of 193 students of nursing were exam-
ined for reported incidences of error. As shown in Table 
1, a total of twenty-six errors was found between May 1, 
1958 and May 1, 1959. A total of 154 students of nursing 
completed the questionnaire. This included seventy-eight 
first year, forty second year and thirty-six third year 
-28-
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TABLE 1 
NUMBER OF ERRORS IN THE ADMINISTRATION 
OF MEDICINES 
MAY 1~ 1958 - MAY 1~ 1959 
Students of Nursing Year 1 Year 2 Year 3 Total 
Incident Report 
Form B 7 12 7 26 
Questionnaire 10 22 6 38 
Totals 17 34 13 64 
Compiled from Incident Report Form B and the Questiohnaire. 
:: 
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students. Interestingly enough the questionnaire revealed 
thirty-eight errors previously unrecorded. This increased 
the total number of errors to sixty-four known mistakes. 
Thus the data revealed many more errors than were officially 
reported. This immediately raised a question. Was the 
environment in X Hospital and X Hospital School of Nursing 
conducive to reporting errors? Was punitive action taken 
when errors in the administration of medicine were reported? 
Many reasons were given for not officially reporting errors. 
These are lis ted in Table 10 on page 56_., and will be discussed 
later. 
Analysis of the data revealed that second year 
students of nursing were responsible for the greatest number 
of errors. Perhaps the most interesting and significant 
information derived from this breakdown was that twenty-two 
of the thirty-four errors revealed by second year students 
of nursing were not previously recorded. The number of 
errors among first and third year students of nursing was 
less dramatic. 
As seen in Table 2., a further analysis of the data 
revealed that twenty-two students of nursing were responsible 
for the twenty-six errors recorded on the Incident Report. \i !': 
,, 
The questionnaire revealed that twenty-six nurses were respon- !i 
1: 
I' il sible for thirty-eight errors in the administration of med- I'. 
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icine. However, the total number of nursing students il 
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Number 
Errors 
1 
2 
3 
4 
Total 
Number 
Errors 
1 
2 
3 
Total 
TABLE 2 
NUMBER OF NURSING STUDENTS 
REPORTING ERRORS 
h~Y 1 1 1958 - MAY 1, 1959 
A. From the Que a tion 1aire 
of Year 1 Year 2 Year 
5 10 4 
2 3 1 
- 1 -
-
1 
-
7 15 5 
B F • rom nc en I id t R epor t F orm 
of Year 1 Year 2 Year 
4 10 5 
-
1 1 
1 
- -
5 11 6 
31 
3 Total 
19 
6 
1 
1 
27 
B 
3 Total 
19 
2 
1 
22 
32 
involved could not be established. There was no way of 
aetermining whether students answering the questionnaire had 
officially recorded other errors in X Hospital between May 
1, 1958 and May 1, 1959. At least one error was reported 
by thirty-eight students of nursing while eight more stu-
dents reported two errors. Three errors were reported by 
two students. One student of nursing indicated four errors 
in the administration of medicine. It was evident from the 
data that students officially reporting more than one error 
were not dismissed from the school. On the basis of this 
information why did some students fail to officially report 
errors in the administration of medicines? It is reasonable 
to assume that the students officially reporting one error 
could be fairly sure that the action taken would not be 
severe. However, a student reporting more than one error 
may have more reason for anxiety and concern if the nature 
of the error was the same or similar to the initial mistake. 
The number of errors reported by one group of 
nursing students was compared with those mistakes reported 
by the other two groups of nursing students. This was done 
by the ratio and proportion method; for example, if within 
204 months first year students of nursing committed seven-
teen errors 1 how many errors would be expected by second 
year students of nursing who were in the clinical situation 
360 months? This arithmetical computation was possible 
u --
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because the number of students among the three classes was 
comparable. The academic background and clinical experience 
of the groups involved were not considered. Although the 
number of errors by second year students of nursing was 
greater, there was no significant deviation from the ex-
pected ratio when compared with errors by first and third 
year students of nursing between May 1, 1958 and May 1, 1959. 
This is shown in Table 3. The comparison was accomplished 
by determining the number of students on affiliation during 
the period of study, as shown in Table 4. The number of 
reported incidents was proportionate to each group when the 
actual months of clinical experience were compared. There 
was no appreciable increase or decrease in errors from first 
to second year, or second to third year. This implied that 
there was no significant relationship between recent expo-
sure to the course in pharmacology and errors committed. 
The errors were categorized according to time of 
day as seen in Table 5. This was done in an attempt to 
isolate a shift that would appear to be most troublesome. 
With the assumption that the greater the number of students 
administering medicines, the greater the chance for error, 
the day shift would be expected to have the higher incidence. 
A second possibility involves responsibility. Assuming that 
an increase in responsibility produces a corresponding in-
crease in tension, it would be logical to expect students on 
• 
TABLE 3 
COMPARISON OF OBSERVED AND EXPECTED 
RATIO OF ERRORS 
Errors Year 1 Year 2 Year 
Observed 17 34 13 
Expected 17 30 13 
Difference 0 4 0 
Observed 17 34 13 
Expected 19 34 15 
Difference -2 0 -2 
Observed 17 34 13 
Expected 17 29 13 
Difference 0 5 0 
3 
Computed from the Total Number of Errors 
Reported by Questionnaire and Incident 
Report Form B and Table 4 • 
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TABLE 4 
CLINICAL EXPERIENCE PER STUDENT GROUP 
MAY 1, 1958 - :MAY 1, 1959 
Students of 
Nursing Year 1 Year 2 Year 3 
Class 1960 1961 1959 1960 1959 
Number 55 78 60 55 60 
Months of 
Clinical 
Experience At 
X Hospital 3 .5 3 8 8 
Total 
Possible 
Months at X 
Hospital 165 39 180 440 480 
Total per 
Year 204 620 480 
Number of 
Months on 
Affiliation 0 260 321 
Total Number 
of Months at X 
Hospital 240 360 159 
Compiled from the Affiliation Roster at X Hospital 
School of Nursing from May 1, 1958 to May 1, 1959 
and the School Census as of Ivlay 1, 1959. 
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TABLE 5 
NUMBER OF ERRORS IN THE ADMINISTRATION 
OF MEDICINES BY SHIFT 
MAY 1, 1958 - MAY 1, 1959 
Shirt Incident Report Questionnaire 
(7-3 P.M.) 13 13 
Evenings (3-11 P.M.) 10 18 
Night (11-7 A.M.) 3 2 
Total 26 3~ 
Shirt Year 1 Year 2 Year 
Days (7-3 P.M.) 8 13 5 
Evenings (3-11 P.M.) 8 12 8 
Nights (11-7 a.M.> 
-
5 
-
-
Total 16 30 13 
36 
Total 
26 
28 
5 
59 
3 
Tabulated from Incident Report Form B and the Questionnaire. 
(No time recorded on 5 errors reported by Questionnaire.) 
-- ______ ,. ______ _ 
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, 
evening and night shifts to commit more errors. It was the 
author's feeling that the latter situation would prevail. 
Surprisingly enough, the distribution was almost equal be-
tween the day and evening hours of duty. A total of twenty-
six errors occurred between seven in the morning and three 
in the afternoon. Similarly, a total of twenty-eight errors 
was recorded between three in the afternoon and eleven o'clock· 
at night. Between eleven at night and seven in the morning 
only five errors occurred; however, fewer medications were 
given during these hours. It is also necessary to note that 
fewer students were on duty at night than were on the day 
shift. 
Once again, second year students of nursing were 
responsible for the greater number of errors on all shifts, 
including the five errors reported on night duty. This was 
logical. Most freshmen students of nursing had not exper-
ienced night duty at this time, and bad very little exper-
ience working evenings. However, despite limited experience, 
first year students of nursing reported an equal number of 
errors on the evening and day shifts. There was a slight 
increase in errors from the day to the evening shift among 
third year nursing students. It was generally noted that 
errors previously unrecorded occurred in greater number on 
the evening shift. The increase in unrecorded errors sug-
gests a decrease or decline in supervision for these 
--- -·--·· ____ ._ 
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students. It is also apparent that errors made on the 
evening shift would be less easily detected because of the 
limited number of personnel on duty. Conversely1 errors 
committed on the day shift would be more readily detected 
due to better staff and supervisory coverage. 
·..::. ·----::.. _--._ . ..::.--
The errors officially reported to the institution 
involved particular units wherein the mistakes occurred. 
Students of nursing reported errors on eight of the thirteen 
units listed in Table 6. It was somewhat surprising to 
note that the largest and smallest hospital units reported 
seven errors each. Five units 1 including the recovery room 
and special care unit1 reported no errors,although these 
two units involved more complex nursing care. Only senior 
students are assigned to the special care unit and recovery 
room. These two units are unique in that a student is 
never on duty in these units on any shift 1without assistance 
from a graduate nurse. In the other hospital units 1 the 
student may or may not have assistance on the evening and 
night shift. The actual number of errors ranged from one 
to seven1 units G and H reporting one error each. G and H 
are the second and third largest units in the hospital. 
There was no relationship between the size of the unit and 
the number of officially reported errors. 
As indicated1 all errors were not previously re-
corded. However 1 no attempt was made to determine on what 
-. ----- -- -·-
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TABLE 6 
ERRORS IN THE ADMINISTRATION OF 
MEDICINES BY HOSPITAL UNIT 
MAY 1 1 1958 - MAY 1 1 1959 
Unit Bed Capacity 
A 16 
B 29 
c 25 
D 16 
E 21 
F 18 
G 27 
H 26 
I 21 
J 18 
K 25 
Special Care 8 
Recovery 12 
Total 250 
Compiled from Incident Report Form B 
Errors 
7 
7 
3 
3 
2 
2 
1 
1 
0 
0 
0 
0 
0 
26 
4.0 
units the errors reported by questionnaire occurred. This 
was done purposely to protect the anonymity of each part-
icipant and to encourage the elaboration of specific in-
cidents. The reasons far not reporting these errors will 
be discussed later. However, at this time it would seem 
pertinent to observe that the units reporting errors were 
perhaps a reflection of the personnel in charge. It is 
probabl• that individual head nurses valued such a report 
differently. Some head nurses were perhaps more liberal or 
more conservative about students recording errors. This 
would explain the distortion that exists between the infor-
mation officially reported and that information obtained by 
questionnaire. 
During April, May. and June the greatest number 
of errors occurred. This is shown on Figure 1. A total 
of thirty errors was reported during this period of time. 
Twelve errors were recorded in Ma~This included two errors 
by second year. and five errors by first and third year 
students of nursing. April was a close second, with eleven 
errors. Of these, two were reported by senior students, 
four by second year students and five by first year students 
of nursing. During June seven errors occurred, incluqing 
four by first year . and three by second year students of 
nursing. With this information it was possible to isolate 
the first year nursing students as the most frequent i! 
. -- _:;-_ -, ..::.=-.::..··:.:::~----=-.~-·::.:-~=:~.- .. ·. 
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FICrURE I 
ERRORS IN THE ADMINISTRATION OF iYIEDICINES BY MONTH 
MAY 1, 1958 - MAY 1, 1959 
Errors May June July Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. 
Key 
-
Total errors - Year 1 
-
Total errors - Year 2 
-
Total errors - Year 3 
Compiled from Incident Report Form B and the Questionnaire 
e 
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offenders during A:f>ril, May and June. The first year 
nursing students were first allowed to administer medications 
during the month of April, and then only with close super-
vision. It was logical that the increase in errors would 
rise with this sudden influx of relatively inexperienced 
practitioners. To carry this comparison a little fUrther, 
a total of four errors were reported in July. Three of 
these errors were attributed to first year students of nurs-
ing. 
At first glance, the record of the senior students 
was impressive. All errors reported by third year students 
of nursing were during April, May, October, January and 
March. Eleven errors were reported by third year students 
of nursing during April, May and October. This suggested 
that third year students of nursing were probably on affil-
iation most of the year. It also suggested that many of 
these nursing students returned to X Hospital during April 
and May. The other incidents reported by this group were 
sporatic. This raised a question. Were these students 
reoriented to the process of administering medicines, and 
the newer more recent medications being used in X Hospital? 
The second year nursing students were more consistent and 
the errors reported by this group ranged from one error in 
August and February to four errors in April. This group 
reported at least one error for each month over the year 
"t: 
u 
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period. This is understandable. There were more second 
year students of nursin~ than third or first year students 
of nursing receiving clinical experience at X Hospital be-
tween May l~ 1958 and May 1, 1959. 
There were four major types of error identified in 
this study. These appear in Table 7. The most frequent 
mistake involved the administration of medicine to the wrong 
patient, and seventeen errors of this type occurred. In 
twelve instances the medication was given at the wrong time~ 
while in ten instances the medication was omitted. In ad-
dition, the wrong dosage was administered ten times. Also 
involved, but occurring less frequently, were four errors 
resulting from the administration of the wrong drug, three 
errors in which medications were administered by a route 
other than that prescribed in the original order, two errors 
in which a discontinued medication was given and, similarly~ 
two errors in which a medicine was repeated. The frequency 
of giving a medication to the wrong patient was greater 
than the total of the tour least frequent types of error. 
There was no evidence to indicate that any patient suffered 
adversely from an error in medication. However, in several 
instances the student reported that the patient was watched 
closely either by another student or herself. This addi-
tional responsibility might increase the already existing 
tensions and pressures of the situation. This information, 
'i 
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TABLE 7 
TYPES OF ERRORS 
MAY 1 1 1958 - 1~Y 1, 1959 
~-
Types of Error Incident Report Questionnaire Total 
Medication to wrong 
patient 7 10 17 
Medication at wrong 
time 5 7 12 
Medication not 
given 7 3 10 
Wrong Close given 3 7 10 
Wrong drug adminis-
tered 2 2 4 
Incorrect route of 
administration 1 2 3 
Medication repeated 
-
2 2 
Discontinued medica-
tion given 1 1 2 
Total 26 34 60 
Tabulated from Incident Report Form B and the Questionnaire. 
(4 errors not included; information inadequate) 
' ,. 
i: 
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about careful checking of a patient who had received medica-
tions erroneously, was noted on several questionnaires. 
Analysis of Table 8 leads to the following questions~ 
Would it not be safer to report a medication which was omitted!' 
than it would be to report a wrong dosage? It is probable 
that in some instances another person found that the medica-
tion was omitted. On the other hand, if a wrong dosage was 
given, in all probability the only person aware of the dis-
crepancy would be the nurse who prepared and administered 
the medication. Is it not possible that the question of med-
ication to the wrong patient arose when a patient questioned 
the medication received? During the day shift such a question! 
might be directed to any number of personnel, including the 
physician, head nurse or assistant head nurse. However, on 
an evening or night shift the patient's question would in 
all probability be directed to the nurse in charge of the 
floor--the student. Medications given at a wrong time could 
easily be concealed on the evening and night shifts. 
Because many students did not officially report all 
errors another question arises. How much responsibility for 
failing to record errors should be directed toward these stu-
dents? Were the errors reported to the head nurse? It is 
more than likely that in some instances the graduate failed 
to see the necessity for officially recording errors. What 
was the work load of these students? How new were these 
II 
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TABLE 8 
GENERAL CAUSES FOR ERROR 
MAY 1, 1958 - MAY 1, 1959 
Cause of Error Year 1 Year 2 Year 3 
Kardex 8 13 9 
Identification of 
patients 2 8 2 
Carelessness 4 5 2 
Doctor's Order 
Sheet 0 li* 0 
Drug Unknown 0 ll* 0 
Computation of 
Dosage 0 1 0 
Total 14 30 13 
Compiled from Incident Report Form B and the 
questionnaire. 
Total 
30 
12 
11 
12 
1~ 
1 
57 
(7 errors not counted; information inadequate.) 
46 
* 
* The cause of one error was attributed to the doctor's 
order sheet and inadequate knowledge of the drug in-
volved. For this reason each category was given one-
half credit • 
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students to the particular unit involved? 
The greatest number of errors associated with a 
single common element was thirty# as shown in Table 8. The 
common element was the Kardex. In X Hospital orders are 
transcribed to the Kardex from the doctor's order sheet by 
the graduate nurse in charge of the unit. Exceptions to this 
rule are pre-operative orders for medication and emergency 
orders. The actual number of errors associated with the 
Kardex was greater than the total number of errors in the 
next two major categories. A breakdown revealed that errors 
associated with the Kardex were in many instances a failure 
to follow hospital procedure. (See Appendix B) Thirteen 
discrepancies occurred because the Kardex was not checked. 
In nine instances the nursing student checked the medicine 
card with the Kardex but not thoroughly. A failure to in-
itial the Kardex after medicating the patient resulted in 
three errors. In an additional three instances medication 
was overlooked on the Kardex, while in one situation the 
time of medication was overlooked. One student observed a 
discrepancy on the Kardex but failed to check further and 
subsequently gave a wrong medication. This information 
implied that much reinforcement in teaching was necessary 
in relation to the Kardex. However, it also raised the fol-
lowing question: was the Kardex a device that complicated 
rather than enhanced the actual procedure of administering 
;; 
!i 
--1!-
:: 
; -----
48 
medicines? 
The total number of thirty Kardex errors was broken 
down and related to spepific problems of the Kardex. A con-
sideration of the student groups involved revealed that 
third year students of nursing were responsible for seven 
errors related to checking the Kardex. This suggested that 
senior students tended to disregard the medicine procedure 
prescribed by the hospital and in so doing cormnitted approx-
imately fifty per cent of their reported errors by failing 
to check the Kardex. Could this be attributed to the fact 
that as the student approaches graduation she assumes a 
false confidence as demonstrated by the less checking of the 
Kardex? It may also indicate an imitation of the graduates 
working with these students. Second year students of nursing 
failed to check the Kardex in five instances and were 
responsible for an additional five errors related to a fail-
ure to check the Kardex thoroughly. First year students of 
nursing evidently experienced difficulty with the Kardex, 
and four of these students reported errors in reading the 
Kardex. This accounted for approximately twenty-nine per 
cent of the errors reported by first year students of nurs-
ing. These errors were in all probability due to the newness 
l: 
,, 
ji 
i1 
of the student to the administration of medicines. 11 
II 
In twelve instances errors resulted from inadequate 
li identification of the patient. All patients in X Hospital , 
49 
wore identification bracelets. As part of the procedure in 
administering medicines~ the nurse was expected to ask the 
patient's name and check the name and room number on the 
medicine card with the patient's bracelet. Second year 
students of nursing reported eight errors in which the brace-
let and medicine card were not checked. Two errors of a 
similar nature were reported by first year students of nurs-
ing. An identical number of errors was reported by third 
year nursing students. What precipitated this failure to 
check the patient's bracelet? Were the students unusually 
busy~ or were they in a great hurry? These are possible 
explanations. However, how realistic was the method of 
identifying patients? Would it not be reasonable to assume 
that some students felt that the procedure was extreme in 
its demands? It may have seemed unnecessary to ask the 
patient's name and check the bracelet with the medicine card, 
particularly if the patient received care on consecutive 
days from the student involved. 
A total of eleven errors resulted from careless-
ness. This included three instances in which the medicines 
were forgotten. In two additional instances~ the student 
failed to check the assignment and during the intervening 
time medications were omitted. Two students reported that 
the procedure was followed precisely; but when the student 
reached for the medication~ the wrong medication was removed 
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from the tray and admin~stered. A third year nursing student 
I 
sat the tray of medicinbs on a bedside table and began to 
elevate the head of thel bed. The patient removed the med-
ication from the tray b~fore the student realized what was 
happening. Similarly~ ~ third year nursing student left a 
tray of medications in ~ patientts room and recorded the 
medicines as given wit~out realizing the error. In one 
! 
instance, a second year: student of nursing left the medication 
at the beds ide. The pa!tien t rep or ted that the medication 
was not received. One1 student assumed that the patient 
had the medication at tjhe bedside. Actually the medication 
was not being kept at yhe bedside and subsequently was not 
administered. All of these errors were the result of a 
I 
failure to follow the PrOcedure prescribed by X Hospital. 
This raises the followi!ng question: how frequently were 
clinics held and how malny of these clinics were directly re-
lated to the adminis trait ion of medicines? 
I The remaining errors involved the doctor's order 
sheet~ individual mediqations and computing dosage. The 
doctor's order sheet w~s not thoroughly read in one instance 
and in another situati9n was misread. However, the latter 
I 
' 
error also involved an !understanding of drug action. The 
i 
student misread the or4er. However~ if the student had 
! 
known the drug the err9r would probably have been avoided. 
One nursing student re~orted giving Kymex instead of Gantrisin 
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in the belief that the medications were the same. A mis-
take in arithmetic accounted for one error, by a second year 
student of nursing. However, if the procedure recommended 
by X Hospital had been followed, the error could probably 
have been avoided. Students of nursing are to check all 
divided dosages with the head nurse, assistant head nurse, 
the evening or night supervisor, before administering the 
medicine. In this instance the arithmetic was not checked 
by a second person. The information received pointedly 
demonstrated that the procedure was not always followed. 
This raised several questions. How functional was the re-
commended procedure~ When was the procedure last revised? I 
Vfhat group formulated the procedure recommended by X Hospital?j 
Was the procedure an outgrowth of a combined committee re-
presenting the school of nursing and the hospital, or was 
the procedure devised by one group? Any procedure is only 
as valuable as it is functional. If a procedure is so com-
plex that it is unrealistic, it has little value. 
In many situations students indicated that en-
vironmental factors contributed to error: these factors 
could not be readily characterized. For this reason, they 
were listed in Table 9. Many of the questionnaires and 
incident reports were vague about factors in the environment 
that might have contributed to error. However, twen~-six 
errors were reported that included more detailed information. 
r 
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TABLE 9 
KNOWN FACTORS CONTRIBUTING TO ERROR 
~~y 1, 1958 - 11AY 1, 1959 
Factors Year 1 Year 2 Year 3 Total 
Evenings - Very busy 9 1 10 
Just returned :rrom 
affiliation 3 3 
Patient's names 
similar 2 2 
HUrrying to finish 
work on time 2 2 
Interrupted when 
checking Kardex 1 1 
Being supervised--
new procedure 1 1 
New to unit 1 1 
Difficulty organiz-
ing assignment 1 1 
Nights--very busy 1 1 
Conflict between 
graduate and student 1 1 
Morning--14 patients 
for care, extremely 
busy 1 1 
(concluded on next page) 
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Morning--5 patients 
hurrying to prepare a 
patient for emergency 
operation. 1 1 
Morning--14 patients 
for morning care. 
Working overtime. 
New to unit. 1 1 
Totals 3 18 5 26 
Compiled from Incident Report Form B and the Questionnaire. 
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Interestingly enough, sixteen situations were described by 
the student as "very busy." Increased res pons ibili ty 
stimulates tension. Therefore it is logical to assume that 
students working under tension would have increased chance 
for error. With a heavy workload, there is a natural tend-
ency to abbreviate the recommended procedure. These modifi-
cations of procedure sometimes contribute to carelessness 
by eliminating necessary precautions. It is also evident 
that when an individual is busy there are many distracting 
influences in the environment. These distractions are con-
ducive to error. Second year students of nursing readily 
identified nine instances associated with a busy evening 
shift. The number of errors listed as busy was greater 
among second year students of nursing than any other group. 
This was logical since greater numbers of these students 
were available for the evening shift. However, first year 
students reported that their newness to the situation was 
one of the contributing factors in the commission of errors. 
Interestingly enough, three senior students reported that 
recent return from an affiliation was a contributing factor 
to errors. What reorientation was given these senior stu-
dents? 
Students of nursing at X Hospital are expected to 
complete a written report on any error in the administration 
of medicines. Nevertheless, fifteen errors were not recorded 
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because the head nurse told the student that it would not 
be necessary. This is shown in Table 10. This indicates 
that the report of errors was an individual decision de-
spite the policy established by the hospital. Moreover, 
this opinion is reinforced by the variety of explanations 
given for not officially recording the errors at the time 
they occurred. This raises several questions. Do the 
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graduate nurses employed by X Hospital understand the 
reasons and importance of officially reporting errors, from 
a professional and legal viewpoint? Many of the nurses at 
X Hospital are graduates of X Hospital School of Nursing. 
Is it not possible that some of these graduates, as products 
of earlier periods in nursing education, are perpetuating 
a reaction in students of nursing that conflicts with the 
existing policies? The resulting confusion is reflected 
in the number of errors reported by the students on the 
questionnaire. This implies a problem for in-service ed-
ucation. What type of in-service education is provided by 
X Hospital for the graduate nurse group? 
Information Derived from Interviewed Students 
of Nursing 
A total of five students were interviewed. These 
students had reported errors within the last six months. 
e e e 
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TABLE 10 
REASONS GIVEN FOR NOT RECORDING OFFICIALLY SPECIFIC 
ERRORS IN THE ADMINISTRATION 
OF MEDICINES 
1~Y 1, 1958 - May 1 1 1959 
Exp~anation Year 1 Year 2 Year 3 
The head nurse was told of the 
error and felt it was not neces-
sary to report the discrepancy 
on an incident report. 5 9 1 
The patient had received the 
medication before. I felt that 
the medication would not be in-
jurious to the patient. 4 1 
-
No explanation given 3 l 
-
I didn't think the error 1m-
portant enough to report. l 2 
-
(Concluded on next page) 
Total 
15 
5 
4 
;:,; 
(11 
()) 
e e 
=~~=::=====--··-'=--=-=o.=::::=::.: .. :::::-c:·:::-:·=c="c=-=c .. ;.;::=.c==··=·c.~c=-=:--==-:··:::c. ·-:·=-=~·c::-:===-::-=-:-·. -.... 
TABLE 10 (Concluded) 
Explanation Year 1 Year 2 
The incident committee is some1 
times too severe and "graduate 
nurses sometimes don't wet the 
3 blame for what they do.' 
-
The graduate on duty said not 
to bother reporting the error. 1 
-
There was a long lapse of time 
before the error was realized. 2 
-
"I was afraid of being suspended 
from school. I knew the patient 
wouldn't be harmed." 2 
-
-
"I did not realize that medie 
cines given late should be re-
ported. 11 1 
-
The night nurse (second year stu 
dent) said she would watch the 
patient and not to worry about 
the error. 1 
-
Total 10 22 
,. 
Compiled from the Questionnaire 
Year 3 
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They were selected according to their availability and the 
recency of the error. The students were seen privately. 
The purpose of the study was explained. The students in-
volved were told that any information received would be 
confidential. Then Incident Report Form B was completed 
by the author. In every instance the information received 
jl from the students interviewed coincided with the original 
~ : 
written report. This substantiated that officially recorded 
errors were essentially correct. 
Information Derived from the Interviewed 
Clinical Instructor 
There were two clinical instructors employed by 
X Hospital School of Nursing. These two instructors shared 
the responsibility for second and third year students of 
11 nursing. During the week, the clinical instructors were 
on the units from eight to ten o'clock in the morning. 
Between ten in the morning and five in the afternoon, the 
clinical instructors were on call. However, there was no 
way of determining whether or not the nursing student 
utilized the opportunity to contact the clinical instructor 
for assistance. It is possible that availability did not 
mean the same thing to the students as it did to the clin-
ical instructors. Moreover, there was no way of determining 
how comfortable the students were about contacting the 
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clinical instructor for assistance. Clinical instruction 
was available to nursing students only one evening a week. 
There was no clinical supervision available from the clinical 
instructors at night or on weekends. The foregoing did not 
apply to first year students of nursing. Supervision and 
assistance was available, from the faculty who teach fUnda-
mentals of nursing, whenever these students were on the 
units. Four clinics were held each week during the time 
of this study. This included two clinics between 1958 and 
May 1959 specifically on the administration of medicines. 
In several other clinics new medications were discussed. 
This led to the following question. Was there in-service 
education for head nurses to help provide clinical instruc-
tion for students? 
An incident committee was formed in October 1957. 
This committee was composed of a supervisor, a head nursej 
a clinical instructor and an instructor in the sciences 
or fundamentals of nursing. The committee was established 
in an effort to place proper emphasis on errors in the 
administration of medicine. The student reporting the 
error was brought before the committee. The committee re-
viewed and discussed the error and how it could have been 
prevented. The final action taken by the committee depended 
on the reason for error and environmental circumstances. 
The purposes of this committee are to encourage students 
, 
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:to report errors, and to take action that hopefully will im-
prove the student's knowledge and performance. However, it 
was indicated that the committee had been subject to higher 
authority in some circumstances; and for this reason the ac-
tions taken may not have been considered final by the students 
and graduate staff. This committee, to be effective, should 
have complete control of the handling of errors in the admin-
istration of medicines. This leads to another question. How 
consistent was the action of the committee? Is it not pos-
sible that in some instances the action taken was not compar-
··able to the error? It is not unlikely that members of the 
committee had other contacts with these students and had 
formed judgements that might result in lessening or increas-
. ing the severity of the action taken by the committee. If 
there were discrepancies in action between different students, 
it is probable that the less proficient student, in partie-;· 
ular, would fail to officially report an error. 
Summary 
This study revealed that many more errors were 
made than were officially reported. Although these errors 
.appeared to be more prevalent among second year students of 
nursing, it was determined tbl t the number of errors was 
proportionate to the size of the group. Students, in 
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general, were more reticent about revealing second and third 
errors in the administration of medicines. The errors 
officially reported were distributed over eight of the hos-
pital's thirteen units. The author believed that this dif-
ference was essentially due to the attitude of graduate 
nurses toward the reporting of errors in the administration 
of medicines. The number of errors was distributed over 
three shifts. The frequency of error did rise during April, 
May and June. This was believed to be due to an increase 
in the number of students present at X Hospital during this 
time. The types of errors reported by these students in-
dicated carelessness, in most instances. This carelessness 
resulted from a failure to follow hospital procedure. The 
majority of these errors concerned the use, or lack of use, 
of the Kardex. Over and above the stated reasons for error, 
it was found that certain environmental factors contributed 
to error. The most significant factor was that the student 
was very busy. The.reasons given for not officially re-
cording errors varied. However, the most frequent statement 
was that the head nurse said not to officially report the 
error, even though the hospital policy stated otherwise. 
An interview with five students who officially reported 
errors substantiated the original written report.An inter-
view held with the clinical instructor indicated that there 
was limited supervision of second and third year students 
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I on all shifts~ and that the incident committee was not tm 
I final authority because higher authority could cancel any 
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C~T~ V 
SUMMARY, FINDINGS, CONCLUSIONS AND 
RECO~WENDATIONS 
Summary 
Students o£ nursing are occasionally responsible 
£or errors in the administration of medicines. This study 
was done in an attempt to determine the cause and incidence 
of errors in the administration o£ medicine, resulting £rom 
deviations in procedure, inaccurate computation, inadequate 
understanding of drug action and, in addition, environmental 
£actors contributing to these errors. 
Information £or this study was obtained from 193 
students of nursing at a 250 bed general hospital. An 
analysis was done of twenty-six errors, in the administration 
I of medicines, reported by these students between May 1, 1958 
11 and May 1, 1959. An interview was held with five nursing 
students, who had recently made errors, to determine the 
accuracy o£ the original written report. A questionnaire 
was constructed by the author to discover errors in the 
administration of medicine that had not been officially re-
ported. A total of 154 students answered the questionnaire 
e -~-
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and revealed an additional thirty-eight errors. An inter-
view was then held with the clinical instructor to determine 
the availability of clinical supervision and clinical in-
struction. 
Findings 
This study covered a one year period of time and 
was representative of the group of students involved. The 
following was found. 
1. Eleven students reported more than one error 
between May 1~ 1958 and May 1~ 1959. 
2. The procedure recommended by X Hospital was 
modified by the students, in most instances 
of error. 
3. Forty per cent of the errors reported were 
associated with environmental factors such 
as work load. 
4. The most frequent type errors reported were 
medication to the wrong patient.· and medica-
tion given at the wrong time. 
5. The number of errors reported was proportion-
ate to the size of the student groups involved. 
6. There was no significant increase in errors 
from first to second year, or second to third 
year. 
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The greatest number of errors occurred during 
April, May and June, when the student census 
was highest. 
s. The number of errors on day and evening shift 
was evenly distributed. 
9. Most errors, that were not officially recorded, 
occurred on the evening shift. 
10. The head nurse group was responsible for 
telling some students not to officially report 
some errors. 
11. The information on the Incident Report Form 
A did not significantly differ from that in-
formation revealed in interview with students 
of nursing. 
12. The Incident Committee was not completely 
functional. 
13. Clinical instruction, in the administration 
of medicines, was minimal. 
14. There was less clinical instruction available 
to second and third year students of nursing 
than to first year students of nursing. 
Conclusions 
1. Many more errors occurred than were reported. 
2. Most errors were the result of carelessness 
• 
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and could have been prevented. 
3. Most errors concerned the use of the Kardex, 
and identification of the patient. 
4. There was no relationship between the size of 
the unit and the number of errors. 
5. Officially reported errors were accurately 
recorded. 
Recommendations 
In the hope that this study would be helpful in 
the future instruction of students of nursing the following 
recommendations were made. 
1. This study should be continued over a longer 
period of time, with the same student groups, 
to determine further" those factors in the 
environment contributing to, or precipitating 
error. 
2. There should be further study in other schools 
of nursing of unreported errors in the admin-
istration of medicines, and of environmental 
factors contributing to, or precipitating 
error. 
3. The procedure for administration of medicines 
should be studied and possibly revised, in an 
attempt to make the procedure more functional. 
--======~============================================================~======== 
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The graduate nurses and head nurses should 
receive extensive in-service education about 
their legal and proressional responsibilities, 
in regard to the administration or medications. 
5. Complete reorientation of second and third 
year students of nursing returning rrom affil-
iations, in the administration of medicines, 
6. 
would lessen the chance for error. 
Second and third year students of nursing need 
more clinical supervision and instruction than 
was received during the period of time in 
which this study was conducted. 
7. The Incident Committee, to be functional, 
8. 
should be given complete authority to deter-
mine the action taken in errors in the 
administration of medicines, unimpeded by any 
other authority. 
Great emphasis should be put on the necessity 
of officially reporting all errors in the 
administration of medicines. 
9. Clinics should be given, in the administration 
of medicines, to graduate nurses and students 
or nursing, at reasonable intervals. 
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APPENDIX A 
INCIDENT REPORT FORM A 
IMPORTANT: This report is to be made out in triplicate 
and sent to the Front Office. Copies of this report 
go to the Hospital Administrator 1 the Associate 
Director of the School of Nursing1 and the Clinical 
Office. This is a permanent record. 
Date: Time: a.m. Rm. No. 
----
___ __..p.m. 
Full Name of Patient or Visitor: 
Dr·----------------------------------------------
Diagnosis: ______________________________________ __ 
If postoperative 1 number of days: 
Describe in detail how and why incident occurred: 
Blood Pressure: Pulse and Respiration following Incident: 
Reported to Doctor: 
If any witnesses, give names of same: 
Signature: 
Signature of Head Nurse or Supervisor: 
-69-
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INCIDENT REPORT FORM B 
Name of student: Encircle year: 1 2 3 
Date of error: 
Time of error: 
Availability of clinical supervision: 
Assignment: 
Total number of patients on ward: 
Total number of registered nurses: 
Total number of licensed practical nurses: 
Total number of students: 
Total number of aides: 
Error: ~ 
Explanation given ~ student: 
Action~ the Incident Committee: 
Academic background: 
EENT ----~Communicable 
Tuberculosis 
-----Venereal Diseases 
O.R. Technic 
----. ----~Home Nursing 
___ Geriatrics 
_____ W.ard Management and 
Teaching 
---~Professional Adjustments 
II 
Clinical experience and 
affilia tiona 
O.P.D. 
----Obstetrics 
--~Pediatrics 
Psychiatry ---~Communicable (elective) 
Public Health (elective) 
---: ----~Public Health I Day 
Observation 
---~Medical-Surgical Nursing 
_____ Operating Room 
The courses listed above exclude those given during the 
freshman year. All first year students of nursing have 
identical academic preparation. 
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QUESTIONNAIRE 
Part I 
The following is an anonymous questionnaire. Please do not 
state your name or the names of anyone else involved. 
Encircle the appropriate answer: 
(1) Are you a first 
student? 
second third year 
(2) Have you ever made an error in giving medicines? 
Yes No 
(3) Have you ever made an error in giving medicines 
which was not reported on an incident report"! 
Yes No 
Check the courses and affiliations you have completed. 
Courses 
___ EENT 
----~Communicable 
----~Tuberculosis 
Venereal Diseases 
---
_____ o.R.Technic 
____ ~Home Nursing 
Geria tries 
---
____ Ward Management and 
Teaching 
----~Professional Adjustments 
II 
Clinical experience 
and affiliations 
O.P.D. 
----Obstetrics 
Pediatrics 
---; Psychiatry ----~Communicable (elective) 
Public Health (elective) 
---~Public Health I Day 
Observation 
---~Medical-Surgical Nursing 
____ Operating Room 
If your answer to ill above is ~ record here the total 
number of unreported errors you have made. • Then 
fill out the next page. 
!========~====================================================~======~-
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Part II 
Date of error: (month and Year) 
Time of day: (approximately) 
To your knowledge 1 was supervis1on from clinical instructors 
available? 
What was your assignment? 
Describe the error and how it occurred. 
Why was this error not reported? Explain your reasons as 
tully as possible. 
Check the courses and affiliations completed at the time 
of error - to the best of your knowledge. 
Courses 
EENT ----~Communicable 
Tuberculosis 
----~Venereal Diseases 
O.R. Technic __ __, 
_____ Home Nursing 
Geriatrics 
---
_____ Ward Management and 
'f'eaching 
Professional Adjustments 
--- II 
Clinical experience and 
affilia tiona 
OPD 
----Obstetrics 
Pediatrics 
----
___ Psychiatry 
____ Communicable (elective) 
___ _,Public Health (elective) 
---~Public Health I Day 
Observation 
---~Medical-Surgical Nursing 
____ Operating Room 
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APPENDIX B 
ADMINISTRATION OF MEDICINES 
GENERAL RULES 
1. Permission to give all p.r.n. orders for narcotics 
and hypnotics must be obtained from nurse in charge, 
and on relief and night duty from night supervisor. 
All arithmetic processes are to be written out and 
checked by charge nurse before giving drug. 
2. Medicine cards are made out by the charge nurse during 
the day, and the night supervisor during the night. 
3. Medicine cards: 
White 
Pink 
Blue 
• p.o. 
= parenteral 
=bedtime (h.s.) 
4. Concentrate when pouring medicines; do not converse 
with others. 
5. Read medicine labels three times: 
Before removing from shelf 
Before pouring 
Before replacing on shelf 
6. Never return an unused medication to its container. 
7. All narcotics are to be accounted for on the Narcotic 
Sheet whether given to the patient, wasted, destroyed, 
or lost. 
s. Never give a medication if there is any question re-
garding the order; (i.e., route of administration, 
dosage, etc.) Ex.: patient on Wangensteen suction: 
pre-operative medication for lavage. 
9. Never give a medication which someone else has pre-
pared. 
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10. Hypodermic drugs are labeled H.T. (hypodermic 
tablet). Drugs which are given p.o. may be 
labeled T.T. (tongue tablet). 
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11. Give the right dose of the right medication to the 
right patient at the right time. 
12. Know the following facts before administering the 
medication: 
a. Reasons for use of the drug 
b. :Minimum and maximum dosages 
c. Symptoms of toxicity and 
idiosyncrasies 
d. Method of administration 
13. Stay with the patient until medication is taken 
and report to charge nurse if refused. 
14. The medicine closet is to be kept locked at all 
times. 
15. All bottles, boxes, and other containers must be 
clearly labeled. 
16. Drugs should be arranged on the shelves according 
to form: (pills, liquids, etc.) 
17. Narcotic drugs are kept in a locked compartment of 
the medicine closet. The key is carried by the 
nurse in charge of the ward. 
POINTS TO BE REMErilBERED 
Unpalatable Drugs 
Oils and other unpalatable liquids should be kept 
in the refrigerator to increase palatability. F'rui t 
juice may be added to disguise taste, if the pat:l.ent's 
diet allows. 
Irritating Drugs 
IODIDES may be mixed with milk, or with water if 
patient has allergy to milk. 
ACIDS are diluted and given through a drinking tube. 
Follow with 2% sodium bicarbonate mouth wash, (1 t. 
in glass of water). 
IRON SOLUTIONS are diluted and given through a drink-
ing tube. Have patient rinse mouth well with water 
after medication has been given. 
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CHLORAL HYDRATE - add to 1/2 full glass of water or 
milk. Count pulse before aQ~inistering and 15 
minutes after. 
(Note: Irritating drugs administered rectally may 
be given in boiled starch solution or oil; consult 
with Head Nurse.) 
3. Special Rules for Individual Drugs 
DIGITALIS - If radial pulse is 60 or below, report 
to head nurse at once. Do not give drug unless told 
to do so. 
TR. BELLADONNA - Watch for toxic symptoms: dry mouth 
or thirst, dilated pupils, inability to read, headache 
SULFONAMIDES - Give one glass of water each time drug 
is administered, to prevent kidney damage. 
COUGH SEDATIVES - Give water before drug is adminis-
tered. Instruct patient to take no food, water, or 
fluids for one-half hour afterward. Give this drug 
last if you have several for the same patient. 
4. Unconscious patients do not receive oral medications. 
Report to head nurse if one has been ordered. 
5. If a needle breaks off in patient's skin, circle the area 
in ink and notify head nurse. Instruct patient not to 
rub or lie on· area. 
6. Aqueous Benzalkonium Chloride {Zephiran) is not compatible 
with pantapon or insulin. 
==-,=-~····--· -·=·=·· ====================:#== 
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ADMINISTRATION OF 1ffiDICINES 
DEFINITION AND PURPOSE 
To dispense a measured quantity of medication accurately and 
promptly to the right patient, according to a prescribed 
order, so that the best possible results may be obtained. 
To observe symptoms before and after dispensing the medication 
so that accurate information regarding the patient's condition 
may be referred to the physician. 
Kardex 
Medicine cards 
Medicine towel 
Drinking tubes 
Diluting agents 
BY MOUTH 
EQUIPMENT 
PROCEDURE 
Tray with paper doily con-
taining the following as 
needed: 
Pill plates 
Medicine glasses 
Measuring glasses (minim 
and c. c.) 
Glass stirring rods 
Obtain key from Head Nurse's desk. Check patient's medicine 
card with Kardex. Place medicine card in front of medicine 
glass or pill plate. Locate the medication. (Medications 
which are kept refrigerated are prepared in the kitchen.) 
First read label while bottle is on shelf and compare with 
medicine card. Remove bottle from shelf and read label the 
second time. Holding bottle, with label in palm of hand, 
pour medication. Wipe rim of bottle with medicine towel p.r.n 
Read label the third time before bottle is returned to shelf. 
Note: check with nurse in charge if more than two ~ablets are 
measured. Lock medicine closet and return key to Head Nurse's 
desk. At bedside, address patient by name; check identifica-
tion bracelet with name on medicine card. Remain with 
patient until he has taken medication. Return tray to kitchen 
Take medicine card to desk; initial Kardex and re-check order 
with medicine card. Return card to correct section of med-
icine card box. 
Wash equipment with hot soapy water, rinse, dry, and return 
to proper place. 
Charting: 
Kardex 
Bedside notes: 
Time 
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Drug (underline narcotics in red during day; in blue 
during night.) 
Record respirations for narcotics 
Record pulse for: 
Digitalis and its preparations 
Thyroid Extract 
Chloral Hydrate 
Others as ordered 
Narcotic Sheet: 
Record immediately when narcotic has been given. 
-BY RECTUM 
EQUIPMENT 
{For liquid medications refer to procedure 
"Retention Enema") 
Tray containing: 
Glove (from sterile packet) 
2 paper towels 
Lubrication jel.ly 
Suppository or pill in toilet tissue 
PROCEDURE 
Turn patient to lateral position. Put on rubber glove. 
Lubricate suppository, or pill, Insert medication into 
rectum beyond internal sphincter, with index finger. Apply 
pressure over anus with toilet tissue until desire to expel 
has passed. In utility room, rinse glove with cold water, 
wash ~ith warm, soapy water, dry, and return to Central 
Supply box. 
Charting: 
Initial Kardex 
Bedside Notes: 
Time 
Type medication administered 
Reaction of patient 
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SUBCUTANEOUS INJECTION 
EQUIPMENT 
Small tray containing:. 
Alcohol lamp with spoon 
Can of sterile cotton balls 
Small glass forceps holder 
with: 
INSULIN 
cotton ball 
thumb forceps 
Custard cup containing 
Gauze sponge 
Aqueous Benzalkon-
ium Chloride 1:1000 
2 cc Syringe 
Needle (usually 25 
gauge 1 5/8") 
Forceps solution 
PROCEDURE 
Matches 
File 
Pill plate 
Medication as ordered 
Medicine card (for all 
medications other than 
stat. and p.r.n. orders) 
For administration of 
insulin: 
Sterile insulin syringe in 
wrapper 
Sterile needle in needle 
holder 
(Use alcohol and cotton 
balls from tray and 
prepare in kitchen.) 
Obtain permission from charge nurse 1 prepare medication and 
her check dosage. Refer to procedure ":Medication From A 
Vial" under "Intramuscular Injection". Method of administer-
ing the medication is the same as for all subcutaneous in-
jections except skin is prepared with alcohol. 
Charting: 
Kardex 
Bedside Notes 
Diabetic chart 
NARC01'ICS 
Observe and report to charge nurse or night supervisor: 
Time when last given; check: 
Narcotic sheet 
Kardex 
Bedside notes 
Reason for giving medication now 
Kardex order and dosage 
Respirations 
Note: All arithmetic and/or manual preparations of narcotics 
are to be checked by the nurse in charge or night supervisor. 
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Adjust height of spoon to about 1 inch above top of wick. 
Remove spoon, with holder, and fill with water. Light alcohol 
lamp. Moisten match before discarding. Using thumb forceps, 
remove needle from custard cup. Test point by running it 
across the nail or skin on back of hand. (If needle is dull, 
place on Head Nurse's desk.) Shake out excess Benzalkonium 
Chloride and place needle in spoon. Boil 1 minute. Extin-
guish flame by applying cover on wick. While needle is being 
sterilized, remove sterile cotton ball with forceps and place 
in front of tray. Then, remove matching barrel and plunger. 
Work plunger back and forth to remove antiseptic. (Support 
syringe on sterile cotton ball p.r.n.) Draw up enough water 
to rinse syringe. Discard. Aspirate a little more than de-
sired amount. With forceps, grasp needle by hilt and attach 
to syringe. Using fingers, firmly secure hilt to syringe. 
Aspirate or shake out any remaining liquid in spoon. Drop 
tablet into dry spoon. Hold syringe in vertical position to 
expel air and to measure water. If more than 1 tablet is 
used, use maximum dilution. Expel water gently into spoon. 
Dissolve tablet thoroughly, using plunger, and draw up solu-
tion. If dose is divided, expel excess. Using forceps, 
remove sterile cotton ball from container and dip into Ben-
zalkonium Chloride solution. Protect shaft of needle with 
this moistened cotton ball. Re-check Kardex order. At bed-
side, call patient by name and check identification bracelet. 
Clean selected area with cotton ball from center of site to 
periphery, (usually lower, outer surface of upper arm). 
Place sponge conveniently at bedside. Turn away from patient, 
expel air from syringe, then cushion flesh between index 
finger and thumb. 
Place needle against skin and quickly insert at 45 degree 
angle. Withdraw needle slightly; draw back on plunger. (If 
blood returns into syringe, remove needle and press area with 
cotton ball.) 
Select a new site for injection. 
Inject fluid slowly, without moving needle. After a slight 
pause, withdraw needle quickly. Massage area with cotton 
ball. Discard into waste container. 
After-care of Equipment: 
Separate plunger from syringe and rinse. Allow water to fill 
barrel. Attach plunger and rinse needle. Separate plunger 
and needle from barrel and place into Benzalkonium Chloride 
container. Check tray for cleanliness and equipment. Rinse 
and dry spoon. 
Daily care of Hypodermic Tray: 
Syringes, needles, forceps, forceps jar, and custard cup are 
washed daily in hot, soapy water and boiled 10 minutes. 
(This is usually done by the night nurse.) 
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Charting: 
Initial Kardex and state time given 
Narcotic sheet 
Bedside notes 
Time 
Respirations in 11 resp. 11 column 
Name of drug, dosage, and method of administration in 
"medicine" column. 
Signature of nurse (Underline narcotics in red during 
day; blue during night.) 
Under "remarks" column 
Site of injection 
Purpose for giving (if narcotic) 
Doctor's Order Sheet (for pre-operative medications) 
Check, initial and indicate time given. 
INTRAMUSCULAR INJECTION 
EQUIPMENT 
Small tray (in kitchen) 
containing: 
Small glass forceps jar.with: 
Cotton ball 
Forceps solution 
Thumb forceps 
Can of sterile cotton balls 
Dispenser containing Ben-
zalkonium Chloride 1:1000 
PROCEDURE 
Dispenser of Alcohol (70~) 
Container with metal files 
for opening ampoules I 
Sterile syringe (size de-
pendent upon amount of drug 
to be given.) 
Sterile needle in glass 
needle holder (length and 
bore dependent upon type 
of medication and site of 
injection.) 
Check patient's medicine card with Kardex. Take medicine 
.
11',1 
card, sterile syringe and needle to kitchen where medication 1 
11 is prepared. (If medication is in a vial, remove Banzalkonium I' I Chloride cotton ball from container, using thumb forceps, 
I 
and place on top of vial.) Using surgical aseptic technic, I 
. 
open syringe wrapper. Grasp top of plunger without touching 
wrapper, remove from pocket and insert into barrel. Take 
·I syringe out of wrapper. Place on sterile inside pocket of 
l1 wrapper, p.r.n. 
1
1
1 Remove cotton pledget from needle holder. Dis card. I Insert tip of syringe into needle holder and allow needle to 
II fall in place. 
-==·. -L Careful~y remov~ needle so that shaft does n~t=t=o=u=c=h=s=i=d=e=s===#,j==== 
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of holder. Grasp needle at hilt and secure to syringe. 
Medicabion from A Vial: 
82 
Remove dust-proof cap and safety seal; clean top of vial 
with Banzalkonium Chloride pledget. Draw air into syrin$e 
equal to the amount of medication to be withdrawn. Insert 
needle through center of rubber cap; force air from syringe 
into vial. Supporting vial upside down, withdraw proper 
dose into syringe avoiding air bubbles. Remove needle 
from vial. 
MeElica tion From An Ampoule: 
Lay ampoule against a solid surface and file neck at point 
of indentation (one light stroke is usually adequate.) Be 
sure all fluid is in body of container. Cleanse neck of 
ampoule with Benzalkonium Chloride cotton ball. Hold 
ampoule with file mark toward you: wrap tip with inside of 
syringe wrapper and snap off. Insert needle into solution. 
Aspirate. 
Holding syringe vertically, expel air and check dosage. 
Insert needle into glass needle holder. Remove Benzalkonium 
Chloride cotton ball from container, with sterile forceps. I 
Carry medicine card, syringe, and Benzalkonium Chloride I 
pledget to bedside. Address patient by name; check identifi-
cation bracelet with medicine card. Select area for injection 
and place patient in position. If injection is to be made 
into gluteus, have patient lie prone with toes pointing in-
ward, or assist to Sims position. 
Cleanse selected area with pledget, using circular motion 
from center to periphery. Place cotton ball on buttocks 
above prepared area. Using thumb and finger, spread flesh 
at prepared area. If injection is to be made into buttocks, 
place flat of hand near site and move tissues downward to 
make skin taut. Hold syringe perpendicularly to area and 
insert needle at a 90 degree angle. Withdraw needle slightly 
and pull back on plunger to determine whether or not needle 
is in a blood vessel. With thumb back on plunger, inject 
drug with slow, even pressure. 
Place Benzalkonium Chloride cotton ball near point of puncture 
Grasp syringe and needle at hilt and apply pressure against 
flesh with cotton ball as needle is being withdrawn. Using 
cotton ball, firmly massage area circularly, if it is intended 
that absorption be hastened; otherwise merely apply pressure 
to site. Discard cotton ball. 
---··~ 
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